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Abstract 
Background: To date, there has been little research into men’s sexual and reproductive health 
in Pacific Islands countries. The aim of this study was to describe men’s sexual difficulties 
and barriers to reproductive health care in the Solomon Islands.  
Methods: The study included qualitative inquiry (17 individual interviews and 3 focus group 
discussions with 21 men) and a quantitative quasi-randomised quota sample household 
survey (n=400). The prevalence of sexual difficulties and potential risk factors such as 
chronic diseases, health risk behaviours, depression and psychological distress were 
measured using standardised questions translated into pidgin language. 
Results: The most commonly self-reported sexual difficulties were premature ejaculation 
(39.5%), low sexual desire (29.0%), orgasm difficulty (27.3%) and erectile difficulty (4.3%). 
More than half (56%) of the men experienced at least one sexual difficulty. Relatively few 
men (7.3%) had ever sought professional health care for reproductive health problems, while 
many men preferred to use kastom medicine for sexual problems.  Multivariate analysis 
revealed that comorbid NCDs, low health-related quality of life and dissatisfaction with 
sexual relationships were independently correlated with sexual difficulties. Contrary to 
expectations, self-reported psychological distress was inversely associated with these 
difficulties. In general, the insights gained from in-depth interviews validated the survey 
findings. 
Conclusion: This study adds the first data on symptoms of sexual dysfunction among men in 
Solomon Islands and is one of few from the Pacific region. The evidence strongly suggests 
the need for comprehensive health services that are gender-specific and sensitive to the 
sexual difficulties of Islander men. 
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Introduction 
Despite increasing global research into sexual and reproductive health (SRH) in recent 
decades,1-6 there is a paucity of evidence  on the occurrence and determinants of men’s sexual 
problems and service utilization in the Pacific region, including Solomon Islands (SI). In 
international overviews and analyses of population health, Pacific Island countries are often 
grouped in the “Asia-Pacific”, but most of the time, the situation for people in Pacific Island 
countries is overshadowed by the more populous Asian countries.7 For example, one of the 
largest epidemiological studies on the prevalence of RH problems was the Global Study of 
Sexual Attitudes and Behaviour (GSSAB).8 The study of men and women aged 40-80 years 
was conducted in 29 countries. Published analyses clustered countries into seven regions of 
the world, and only Asian countries were represented the “Asia-Pacific region”. Generalising 
findings from Western or Asian regions to non-westernised and non-Asian settings may not 
be ideal because of the different cultural and health characteristics of the Pacific Island 
Countries and Territories (PICTs).   
Globally, male sexual dysfunction is highly prevalent.  It has been estimated that between 20-
30% of men have suffered from at least one type of sexual dysfunction.9 A recent review 
found the prevalence of male sexual difficulties varies considerably by regions and 
countries.10 Much of this heterogeneity is related to differences in sampling methods and 
measurement. Studies also vary widely in terms of men’s ages, cultural backgrounds and 
languages.10  
Sexual difficulties can impair the quality of life of men and their partners. The correlation is 
evident in surveys internationally.11-13 and is clearly illustrated in qualitative interviews from 
the English longitudinal Study of Aging (ELSA)  that show the negative impact on 
psychological well-being14  
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Risk factors for sexual dysfunction among men include chronic health condtions, such as 
diabetes, cardiovascular disease, genitourinary disease and psychological disorders. Socio-
demographic variables, such as  religion, education and marital status are also influential.15,16    
Little is known about male reproductive health disorders in PICTs. The Melanesian countries 
of the Pacific consist of Papua New Guinea, Solomon Islands, New Caledonia, Vanuatu and 
Fiji. Although, these Melanesian countries are part of the Pacific region, many health-related 
beliefs and practices are different from the Polynesian and Micronesian islands.17  
Given the lack of reliable local research and limited SRH surveillance systems, the burden of 
sexual dysfunction and associated factors in the Solomon Islands remains unknown. To date, 
most sexual and reproductive health research in the Solomon Islands, as in other PICTs, has 
been focused on sexually transmissible Infections (STIs), especially human 
immunodeficiency virus (HIV), fertility issues and family planning among women and young 
people.18-20  No studies conducted in the Solomon Islands have assessed sexual dysfunction 
or the reproductive health service needs of men.   
This study aimed to estimate the prevalence of sexual difficulties among men, explore 
possible determinants of these problems, and identify barriers to seeking reproductive health 
services. 
Methods 
The mixed-methods design consisted of qualitative interviews and a quantitative survey to 
examine the prevalence of symptoms of sexual dysfunction, factors influencing these sexual 
difficulties and reproductive health care seeking behavior among men in the Solomon 
Islands.  The research was conducted in the capital city (Honiara). It is the central 
administration, educational and economic hub, with a population that includes men from 
throughout this diverse group of island communities.  
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Qualitative interviews 
The purpose of the qualitative stage was to generate in-depth understanding about males’ 
sexual and reproductive health (SRH) awareness, beliefs, and opinions about health services 
in S.I. The participants were men aged 18 years and above. Convenience sampling was used 
to recruit participants for the in-depth interviews and three focus group discussions (FGDs). 
Participants were recruited at clinics, church gatherings, community stores, the central market 
and a training academy. Confidentiality was assured, and written consent was obtained from 
each participant. Qualitative data were audio-recorded, transcribed and translated into 
English.  Individual interviews took approximately 45 minutes to one hour, while FGDs took 
about one and a half hours each.  
Quasi-randomised household survey  
A survey related to the health of men was conducted between June and August 2014. The 
goal was to obtain a representative sample of men living in Honiara. This study employed 
quasi-randomised quota sampling that was achieved in three stages using the following 
procedures:  
Step 1: Random selection of 4 wards from the 12 civic wards in Honiara City.  
Step 2: Computerised random selection of residential addresses from among all streets within 
each ward was attempted, but found not to be feasible. Many residential spaces in Honiara 
have no street names or numbers. Our quasi-random approach was to use existing lists of 
street names in each of the four wards to identify a starting point. The researchers then 
approached the first household in the street, and subsequently approached every third 
household.  
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Step 3: At each selected household, an attempt was made to recruit one male aged 18 and 
over, until the quota of 100 household interviews per ward was reached. There were no call 
backs on households where there was no response or no man was available. Rather, the 
closest household was approached. When a household contained multiple eligible men, the 
man whose birthday was closest to the survey sampling date was selected. Four hundred men 
aged from 18 to 70 years completed face to face interviews. Each interview lasted 
approximately 30 to 40 minutes. The interviews were held in places where respondents could 
not be overheard, including open public spaces and inside houses. All interviews were 
conducted in S.I. Pidgin language.   
Survey instrument 
The survey instrument consisted of questions relating to demographic characteristics, mental 
health and well-being, chronic diseases, health risk behaviours and adverse life events, 
symptoms of sexual dysfunction and utilisation of reproductive health services. The main 
sexual difficulties were self-reported erectile difficulty, orgasm difficulty, premature 
ejaculation and low sexual desire, assessed using the International Index of Erectile Function 
(IIEF-15).21  
Measures of current health and well-being included a check-list of common chronic diseases 
(e.g. diabetes, hypertension, cardiovascular diseases), the Kessler (K-10) Psychological 
Distress scale22 and the WHO Health-Related Quality of Life, 5-item scale.23 Men were also 
asked about their experience seeking treatment for sexual difficulties from health services and 
traditional medicine practitioners.  The entire questionnaire was drafted in English and then 
translated forward and backward into Solomon Islands Pidgin English using the WHO 
process  for translation.24  
Data analysis 
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The qualitative data comprised of the verbatim transcriptions of all FGDs and in-depth 
interviews. These transcriptions were entered into the NVivo 10, software for analysis. 
Statements were fitted into themes (nodes) and any text or statements that did not fit into the 
initial categories was given a new code (node).25  
Analysis of the survey data was conducted in Statistical Package for Social Science (SPSS) 
version 22. Descriptive analysis was performed on the demographic characteristics and 
sexual difficulty indicators. Multiple logistic regression examined factors associated with 
sexual difficulty severity.  
Ethics approval 
The study protocol was approved by Queensland University of Technology Human Research 
Ethics Committee (1400000073) and the Solomon Islands National Health Ethics Review 
Committee (HRC13/07) before commencement of data collection.  All study participants 
were informed of the nature, purpose, potential risks and benefits of the study.  Privacy was 
maintained at all times during and after data collection.  
Results 
Qualitative findings 
Characteristics of study sample 
Almost half (47.5%) of the 38 participants in the one-to-one interviews and FGDs were aged 
between 18-29 years. Similar proportions were aged from 30-39 years or 40 years and above. 
About 55.0% were married, and 57.5% were either studying at a tertiary institution or had 
completed some post-secondary education.    
Knowledge and awareness about sexual dysfunction 
Narratives by participants indicated strong socio-cultural and religious influences on men’s 
reproductive health literacy and communication. Many participants expressed that men do not 
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want to talk about these problems in public but that they can talk about it with very close 
friends. For example, one FGD participant disclosed, ‘Men and boys only talk about these 
issues with best friends. They cannot talk about these problems with their parents…or even 
partners because of our culture’ (FGD1, P6).  
There are links between social norms and religious beliefs and disclosure of men’s sexual 
problems. One man stated, ‘In my village, there is a place traditionally allocated to men only. 
This is where issues relating to men are discussed, but… sexual problems are not discussed 
to the level that we are talking now’ (FGD1, P5).  
Participants indicated that sometimes, sexual difficulties are linked with marital separation, 
anger and lack of trust between a man and his partner. One FGD member said, ‘I think 
domestic violence is related to the sexual problem….If the husband does not get an erection, 
the woman will be complaining. Therefore, it affects the quality of relationship’ (FGD1, P3). 
The participants in one-to-one interviews and FGDs talked about sex mainly in terms of 
sexual performance. One interviewee said that ‘Men will not enjoy having sex because the 
penis will become floppy’ (IDI, P11).  A man in his 50s spoke of the impact of low sexual 
drive and desire as men aged: ‘Yes, I think it (sexual problem) affects sexual performance, 
sometimes when a man wants to have sex, you have to have it now, because if the woman 
delays or does not want to do that, his desire will ago away especially for men at my age (50-
60 years old)’ (IDI, P13).   
Barriers to accessing reproductive health services 
The majority of men suggested that sexual problems need to be managed in a socially, 
psychologically and emotionally acceptable clinical environment. Many respondents said that 
sexual problems such as erectile difficulty, premature ejaculation and orgasm difficulty are 
private issues and they were reluctant to talk about them with a female health care worker. 
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Some men said that it is easier for the women to get help because most of the health care 
workers in the clinics are females. Men spoke about the need for specific clinics for males. 
As one of the participants mentioned, ‘Men will not want to go to the clinic if there is a 
female nurse working’ (IDI, P11).  
Men spoke of psychological factors that create barriers to seeking care, including fear, shame, 
and damage to reputation, stigma, and lack of sexual health knowledge. A few participants 
mentioned that it was culturally wrong for a man to talk about and show his private part to a 
female nurse or someone else other than his wife or partner. As one man said: ‘The clinics 
should have both male and female workers to deal with such problems. I think our culture 
and custom have influenced men when dealing with our private parts. You cannot show your 
private part to another woman’ (FGD3, P1).  
Confidentiality during consultations in the clinics was also a serious concern for the men in 
the study. Given the close cultural settings and networks in the Solomon Islands, 
confidentiality was perceived as a barrier to accessing reproductive health services. This was 
reinforced by a male health worker when he said, ‘In our clinics, I don’t think they are set up 
to provide an environment that is convenient to talk about sexual problems’ (IDI, P13).  
A few participants said they believe that kastom medicine cures some of the conditions, but it 
can also be a barrier to seeking medical treatment. In the words of an interviewee, ‘One of the 
barriers to men getting help from the clinic is most men use traditional medicine to treat their 
problems’ (IDI, P9). Another man said, ‘One of the difficulties faced by us in the rural areas 
is the clinic is quite far. So in our village, there is a person who is offering traditional herbs, 
and a lot of people are seeking help from him’ (IDI, P3).  
Quantitative survey findings 
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Characteristics of study participants 
In total, 400 interviews were completed. Overall, the participants were relatively young with 
nearly half (49.0%) being aged 18-29 years. The age range was between 18-70 years. As 
expected, a higher proportion of men aged 30+ years were married. Of the total respondents, 
45.0% worked full time, 24.8% were unemployed, and 29.5% were students. Over half of the 
men in the age bracket 18-29 years were students (58.2%).  
Almost all (98.2%) participants in the study had completed primary level education.  Nearly a 
quarter (24.0%) had completed secondary education only, 23% had a university degree or 
diploma, and 21.3% had completed vocational education. Nearly two-thirds (64.3%) of the 
respondents said they were living permanently in Honiara.  
The majority of men had been sexually active in the four weeks before the survey (64%).  A 
higher proportion of married men were sexually active compared to single (75.1% vs. 49.7%, 
p<0.001) men. Of those men who were sexually active, a high proportion had only attempted 
sexual intercourse 1-2 times in the past four weeks (28.9%).  
Prevalence and severity of sexual difficulties 
Overall, 144 (36.0%) men reported not having sexual intercourse in the past four weeks 
before the survey. These inactive men were not included in the analysis of recent sexual 
difficulties. Table 1 shows the frequency of self-reported sexual problems among sexually 
active participants. Premature ejaculation was the most commonly reported sexual difficulty 
(most times to always, 39.4%), followed by low sexual desire (29.0%), orgasm difficulty 
(26.9%) and 4.3% of men reported erectile difficulty. Higher proportions of men reported 
experiencing sexual difficulties “few times or sometimes” compared to “most times or 
always”. 
Table 1: Frequency of sexual difficulties experienced in the previous four weeks. 
Problems None 
n (%) 
A few times 
n (%) 
Sometimes 
n (%) 
Most times 
n (%) 
Always 
n (%) 
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Erectile difficultya 101 (39.5) 95 (37.1) 49 (19.1) 11 (4.3) 0 
Premature ejaculationa 19 (7.5) 36 (14.1) 100 (39.1) 81 (31.6) 20 (7.8) 
Orgasm difficultya 33 (12.9) 55 (21.5)  99 (38.7) 49 (19.1) 20 (7.8) 
Low sexual desireb 27 (6.8) 128 (32.0) 129 (32.3) 87 (21.8) 29 (7.2) 
Note:a-n=256 men who reported sexually active in the 4 weeks,  b=400 all men in the survey. 
 
 
Multiple sexual difficulties 
Significant proportions of the respondents had co-occurring sexual difficulties (Table 2). 
Overall, one third (33.6%) of the men who had an intimate partner relationship in the 
previous four weeks reported one sexual difficulty, while more than one-fifth (22.7%) had 
two more sexual problems in the four weeks before the survey (17.6% had two sexual 
problems and 5.1% reported experiencing three or four sexual problems). Less than half of 
these partnered men (112, or 43.8%) were classified as having no sexual problems at all. 
Erectile difficulty and low sexual desire were the most commonly co-occurring sexual 
problems.  
Table 2 Concurrent sexual difficulties reported by men  
 
Concurrent sexual 
difficulties 
ED 
n (%) 
PE 
n (%) 
OD 
n (%) 
LSD 
n (%) 
Erectile difficulty - 7 (63.6) 7 (63.6) 8 (72.7) 
Premature ejaculation 7 (6.9) - 45 (44.6) 14 (13.9) 
Orgasm difficulty 7 (10.1) 45 (65.2) - 12 (17.4) 
Lower sexual desire 11 (29.7) 14 (37.8) 12 (32.4) - 
Proportions with multiple sexual problems  
Number of difficulties n (%) 
No SD 
1 SD   
2 SDs   
3 SDs  
4 SDs  
112 (43.8) 
86 (33.6) 
45 (17.6) 
10 (3.9) 
3 (1.2) 
SD=sexual difficulty 
Health care seeking for treatments of sexual problems 
More than half (60.3%) of the men reported some concern about having sexual problems or 
the possibility they will have them in the future. Among men who said they had a current or 
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recent partner who also reported they had at least one sexual problem, only 40 (15.6%) had 
ever spoken with someone regarding the problem. Of the men who had talked about it, close 
friends (33.3%) were the most common confidants, followed by health care workers (26.2%) 
and wife or partner (16.7%) (see Table 3).   
Among men with sexual problems, 26 (10.2%) said they had thought about going for 
professional help during the previous year but they had not followed through. Common 
reasons for not doing so included shame (30.8%), do not feel confident (7.8%), no time to 
seek help (7.8%) and no improvement since the last visit (7.8%). Despite the fact that most 
men had not talked about sexual problems with health care workers, most men (83.6%) said 
they would prefer to gain information from health care workers in the future.  
Kastom medicine in the context of Solomon Islands is not provided in the hospitals or clinics. 
The use of Kastom medicine (mainly traditional herbs) was the most common action taken by 
men (n=39; 15.4%) to improve their sexual function. When asked about the outcome of the 
treatment, more than half of the men who had used traditional medicine reported that they 
were happy with the results. Only a few (n=12; 4.7%) stated that used commercial drugs 
(Viagra, Cialis) prescribed by health care workers to improve their sexual function. More 
than half of the men (58.3%) who had used prescribed medication were happy with the 
outcome of the treatment. 
Table 3 Frequency of concerns, health seeking behaviour and treatment about sexual problems 
Items 
Concerns about sexual dysfunction № (%) 
Sexual dysfunction concerns you 
Not concern at all 
Slightly concern 
Moderately concern 
Very concern 
Don’t know 
Refuse 
(256) 
24 (9.4) 
29 (11.3) 
22 (8.6) 
169 (66.0) 
11 (4.3) 
1 (0.4) 
Spoken with someone regarding this problem  40 (15.6) 
Person spoke to: 
Wife or partner 
Close friend 
Male relative 
 
7 (16.7) 
14 (33.3) 
5 (11.9) 
13 
 
Female relative 
HCW 
Other 
2 (4.8) 
11(26.2) 
3 (7.1) 
Health seeking behaviour  
Ever spoken to a HCW about any SHR problems 11 (7.3) 
Wanted to get professional help but did not for any SHR problems 26 (10.2) 
Reasons for not seeking professional help 
Shame 
No time to seek help 
Do not want 
Don’t know where to go 
Do not feel confident 
Pharmacy 
No improvement since visiting the doctor 
Other reasons 
 
8 (30.8) 
2 (7.8) 
5 (19.2) 
2 (7.8) 
2 (7.8) 
1 (3.8) 
2 (7.8) 
4 (15.4) 
Advice or information for SRH in the future: 
HCW 
Friend 
Wife/girlfriend 
Family member 
Social media 
Pharmacy shop 
No one 
 
214 (83.6) 
13 (5.1) 
3 (1.2) 
5 (2.0) 
4 (1.6) 
1 (0.4) 
16 (6.3) 
SRH treatments  
Penile injection from HCW 
Happy with outcome 
Used drugs to improve sexual function 
Happy with outcome 
Used kastom medicine to improve sexual function 
Happy with the outcome 
8 (3.1) 
5 (71.4) 
12 (4.7) 
7 (58.3) 
39 (15.4) 
22 (57.1) 
Note: this analysis was based on sexually active men.  
 
Predictors of the severity of sexual difficulties 
Multiple regression was performed to assess predictors of the severity of sexual difficulties. 
In this modelling, severity of sexual difficulties was measured as a continuous variable. Men 
were not classified as having specific sexual problems; the severity of sexual problems was 
estimated by combining reports of occurrence and frequency, with scores ranging from 0 to 8, 
with a mean of 3.0 and standard deviation of 1.7. Because of the small sample size and the 
need to ensure adequate power in the multivariate regression analyses, chronic health 
problems (diabetes, high blood pressure and heart disease) were combined to indicate the 
number of common NCDs.  Measures of substance use (illicit drugs, smoking, alcohol and 
chewing betel quid) were combined to form a new variable (total substance use). Variables 
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entered into the multivariable model were those associated (p<0.10) with at least one of the 
sexual difficulties. 
Table 4 shows the independent predictors of severity of sexual difficulties after controlling 
for age.  Four variables; total NCDs, psychological distress, health related quality of life (SF-
6D) and intercourse satisfaction were significantly associated with SD severity, F (5,248) 
=8.41, p<0.001. After controlling for age, the measures of intercourse satisfaction, 
psychological distress, and number of NCDs remained as significant independent predictors 
of severity of sexual difficulties.  
Table 4: Multivariable analysis of correlates of severity of sexual difficulties. 
Variables B SEB β T VIF 
Constant 5.71 0.59  9.74  
Intercourse satisfaction -0.82 0.16 -0.31*** -5.16 1.10 
Total № of NCDs 0.61 0.20 0.18* 3.05 1.01 
HRQOL (SF-6D) -1.68 0.84 -0.12* -2.00 1.00 
Psychological distress (K-10) -0.04 0.02 -0.13* -2.07 1.11 
Note:  R2=0.132; Adjusted R2=0.118; *p<0.05; **p<0.01, ***p<0.001. B=Unstandardized Regression 
Coefficient; SEB=Standard error of the coefficient; β= Standardised coefficient. 
 
Discussion 
This first community-based study of men’s sexual difficulties in Solomon Islands shows that 
the experience is quite common, with prevalence estimates for the four main problems 
ranging from 4.3% to 39.5%.  As noted by many authors, direct comparison of these findings 
to other surveys is affected by variation in the research designs, sampling and definitions of 
sexual dysfunction.4,9  Overall though, the findings in S.I. appear to be consistent with 
international literature. For example, the data concur with many studies that have identified 
premature ejaculation as the most common sexual difficulty among men aged 18-70 
years.3,26,27 A recent review reported the prevalence of premature ejaculation in general 
populations ranged from 4 to 39% with most estimates falling between 22 and 38%.28 The 
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estimated prevalence in the current study is therefore at the higher end of estimates reported 
in most studies in Asia and western countries.16,29  
About half of the currently sexually active men experienced sexual problems, either 
sometimes or frequently.  This is similar to recent research in Australia indicating that almost 
40% of men experienced one or more sexual problems.30 The multivariate modelling showing 
the influence of co-morbid NCDs on sexual difficulties is also consistent with prior 
research.9,31  
 
Dissatisfaction in sexual relationships was associated with greater sexual difficulties26,32,33. 
However, one counter-intuitive observation was that psychological distress (measured by the 
Kessler PD scale) was negatively correlated with severity of sexual difficulties in this study. 
Psychological disorders such as stress, anxiety and depression have been consistently 
associated with higher levels of sexual dysfunction in women, though less consistently 
among men9,34. It seems unlikely that men with severe sexual difficulties are less likely to 
experience concurrent psychological distress. However, one recent review that examined 
whether to include distress as a diagnostic indicator of  sexual dysfunction could not 
determine if it should be retained, or removed, from the relevant section of the Diagnostic 
and Statistical Manual for Mental Disorders.35 It may be that the unexpected inverse 
relationship found here is due to correlation with an unmeasured (or inadequately measured) 
third variable. This issue should be examined in further research. 
There was a negative association between the severity of sexual dysfunction and HRQOL. 
This is similar to previous studies that examine links between specific sexual difficulties 
(erectile dysfunction and premature ejaculation) and low HRQOL.36,37  
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Although more than half of the sexually active participants reported experiencing at least one 
sexual problem, a large proportion (91.8%) of the affected men had not sought professional 
help. This is not surprising given that almost all men in both the qualitative and quantitative 
interviews reported that they do not know much about sexual problems and they are not 
confident to talk about them at available health services. This is consistent with the GSSAB 
multi-country study 38 and a study among indigenous men in Australia.39 It is interesting to 
note that most men in this study used traditional medicine rather than professional medical 
help for their sexual difficulties. Other health research conducted in the Solomon Islands has 
reported high usage of traditional or kastom medicine as a first-line treatment for common 
diseases or infections before going to clinics for modern treatment.40-42   
A strength of this study lies in the mixed-methods design and quasi-random population 
survey sampling. The use of face to face interviews in both the qualitative and quantitative 
stages enabled men to be actively involved in the research. This is preferable to sole reliance 
on self-administered questionnaires to investigate sensitive issues such as sexual dysfunction. 
In a cultural setting such as the Solomon Islands, face to face interviews conducted by local 
researchers signifies trust and a sense of belonging39 that foster open discussion between 
researchers and participants.   
Some limitations were encountered during this study. As previously mentioned, one 
important limitation was the exclusion of men who had not had a recent sexual relationship 
(36%) from much of the data analysis. This reduced the statistical power of the study to 
detect possibly significant associations between SD and independent variables. This problem 
arose because it is difficult to phrase questions about recent (past-month) sexual dysfunction 
for men who had not been sexually active in that time period. Perhaps the most serious threat 
to validity of this survey is participation bias: some men who had not had a recent sexual 
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relationship may have been in this situation because of persistent, severe SD and therefore, 
prevalence may be under-estimated. 
The sample was not large and was limited to Honiara. Although this capital city is 
multicultural and includes residents from all Solomon Island provinces, our sample is not 
representative of social diversity in the country. Although we took a simple random sample 
of wards in Honiara, the final sample was only quasi-random due to difficulties in 
randomization of households in streets and residential clusters that were un-named and where 
many houses are not numbered. We obtained high participation from households where men 
were present, but resource constraints precluded multiple contact attempts when potentially 
eligible residents were not at home when the researcher visited.  Further, as with all cross-
sectional studies, this research was unable demonstrate temporal relationships between 
dependent and independent variables.  
Overall, the study revealed an alarming level of unwillingness to seek professional help 
among men who have symptoms of SD.  Many men preferred to use traditional or kastom 
medicine for their problems, which may further delay effective management. It is necessary 
to improve access to culturally appropriate sexual and reproductive health care for men in S.I. 
to help them sustain the quality of sexual life and harmony in relationships. Improved clinical 
screening for sexual dysfunction would also play an important role in detection and early 
treatment for co-morbid chronic diseases, some of which are first indicated by the onset of 
sexual difficulties.39 
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